In 
M ULTIPLE ARTICLES have now been published regarding experience with saphenous vein graft surgery, and were recently reviewed by Wilson.1 The information is primarily derived from university medical centers, with no significant input from non-university associated community hospitals, where a large amount of revascularization surgery is being performed. Therefore, we thought it would be of interest to present our experience with saphenous vein graft surgery for several reasons: 1) The procedures were accomplished in a community hospital of 330 beds;
2) The open heart team, comprised of three cardiologists and three cardiac surgeons, are all in fulltime private practice; 3) No fulltime medical or surgical residents were available for postoperative care; and 4) A significant amount of responsibility in routine postoperative care was given to critical care nurses in combination with a standard written protocol. FORKER ET AL.
Methods
The operative mortality in the pre-infarction angina subgroup was 3 of 38 patients or 8%. Seven of 38 patients or 18% had a postoperative myocardial infarction. Both of these results are similar to the overall operative results. Thirty-three of 38 patients had 90% or greater stenosis of the proximal left anterior descending coronary artery.
The overall immediate postoperative myocardial infarction incidence was 25 of 145 patients or 17%. Five of these 25 patients died. When the data were analyzed by either increasing severity of coronary disease or left ventricular dysfunctioin, there were no differences in the infarction rate between the different classes, except that only one of 49 patients with a class II left ventriculogram developed an infaretion.
Twenty-one patients (14%) had associated procedures: Ventricular aneurysmectomy (13), prosthetic aortic valve replacement (3), prosthetic mitral valve replacement (1), mitral annuloplasty (1), repair of atrial septal defect (1), ligation of coronary arteriovenous fistula (1), and internal mammary implant (2). The operative mortality for revascularization and associated procedure was two deaths out of 21 patients (9.5%). One patient died following an aneurysmectomy and the other following an atrial septal defect repair. Both patients had class III left ventriculograms.
The total risk to the patient with coronary artery surgery is not complete without consideration of the preoperative evaluation. In the last 544 patients consecutively studied by selective coronary arteriography, our mortality has been 0.7%, with a myocardial infaretion rate of 0.55%. In the last 176 patients we have had no infarcts.
Discussion
Our operative results are comparable with university centers across the country. In more than 25 surgical series of 40 or more cases, the total operative mortality has ranged from 2.5-18%. We study all patients who are considered preinfarctional because: 1) Our surgical mortality and postoperative infarction rates in patients with preinfarction angina are not dissimilar from the group as a whole; 2) Our coronary arteriography complication rate in 38 patients with pre-infarction angina has been low, i.e., one infarction and no deaths; and 3) In the past two years we have demonstrated normal coronary arteries in six patients with preinfarction angina. Other centers have also demonstrated normal coronary arteries in this group of patients.211, 21 Recentlyv the Committee on Coronary Artery Surgery of the American Heart Association recommended that a cardiac center should perform a minimum of four open heart procedures weekly to stay competent. 22 Although our open heart team averages only three cases per week, we feel our operative results in aortocoronary saphenous vein graft surgery indicate these procedures can be performed in a nonacademic setting with reasonable results. We would encourage other community hospital based cardiologists and cardiac surgeons to report their data for further comparison.
